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PPsychotherapy is an evidence-based practice 
with proven efficacy in the intellectual disability 
(ID) patient population.1,2 Much work has been 
done in recent years to disprove the myth 
regarding the lack of efficacy of mental health 
treatment within the ID patient population; 
informed clinicians are cognizant of the fact 
that psychotherapy is, in fact, a best practice 
when working with patients with ID.3,4 Especially 
when provided with the right resources, patients 
with ID can grow, change, and recover from 
mental illness.5,6 The amount of research on this 
subject has grown considerably over the last 10 
years, and there also has been an increase in 
the amount of training opportunities available 
for clinicians.7,8 That said, while there has been 
much progress made in a relatively short period 
of time, there is still more work to be done, 
since this remains a significantly underserved 
population.9,5 

The extent of currently available literature is 
variable depending on the type of therapy being 
evaluated. While there are limited studies on 
the topic, supportive psychotherapy has been 
shown to improve communication and decrease 
severity of regression after 6 to 18 months.10 
There is less available research that specifically 
evaluates motivational interviewing in the ID 
population; after constructing semistructured 
qualitative interviews and focus groups, one 
study recommended several modifications 
to include adjustments for both language 
level and cognitive level to achieve maximum 

effectiveness.11 Interestingly, this study also 
suggested that traits of the therapist, such as 
empathy, honesty, and trustworthiness, were 
critical for effective motivational interviewing.11 

Not surprisingly, more studies exist for the 
commonly utilized cognitive behavioral therapy 
(CBT). One recent systematic review found the 
most common modifications to CBT included the 
Hurley adaptation categories of simplification, 
activities, and inclusion of caregivers;12 a smaller 
prior study that also incorporated the Hurley 
framework noted similar findings but also 
displayed a higher adaptation in the category 
of “flexible methods,” which includes flexibility 
in both structure and adherence to a specific 
therapeutic approach.6 Another review found 
that the majority of studies evaluated had 
statistically significant improvements in at 
least half of the outcome measures used and 
concluded that CBT has a positive evidence 
base for treating patients with ID and comorbid 
mental health diagnoses13. Additionally, studies 
suggest that patients report positive feelings 
about CBT; one study identified three overarching 
positive themes identified by patients with 
ID, which were talking in therapy, feeling 
valued and validated, and change in therapy, 
respectively.13,14 This literature review illuminates 
the need for further research in this area. 

Overall, there exist limited studies regarding 
therapy modalities within the ID population, 
despite evidence that these patients do benefit 
from psychotherapy. However, the research 
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that does exist has demonstrated the need to 
adjust the mode of therapy provided to fit the 
developmental level, dependence needs, and 
verbal/cognitive abilities of each individual 
patient receiving treatment.6,15 This requires 
clinicians to be flexible in their approach and 
adapt interventions to accommodate for 
differences in intellectual ability to effectively 
provide mental health services to this 
population. Insistence upon the use of traditional 
models of treatment will result in poor treatment 
outcomes and will prevent patients with ID from 
receiving appropriate care.16,17 This article will 
focus on common issues of concern that might 
arise in treatment, barriers that complicate 
treatment, and modifications in the provision of 
psychotherapy modalities that can increase the 
efficacy of the treatment provided. 

TREATMENT CONSIDERATIONS
Cognitive deficits. Approximately 2 to 3 

percent of the population has cognitive deficits 
and, of this subset, about 30 to 40 percent will 
experience mental health issues.1 With these 
statistics, all mental health programs should be 
equipped to deliver psychotherapy suited for 
individuals with cognitive deficits, as they will be 
integrated into virtually every practice setting.

Confidentiality. Patients with ID have the 
same legal expectations of confidentiality as 
those of individuals in the general population. 
Without assurance of confidentiality, the patient 
might withhold information in the room for fear 
of judgment or negative consequences.

Caregiver’s role. A parent, other family 
member/guardian/direct care staff member, 
or another interested party might need to 
accompany the patient for psychotherapy. 
The therapist must “manage the triangle” by 
interfacing with both patient and caregiver while 
attempting to direct most of the conversation to 
the patient.

Referral issues. In the general population, 
people typically self-refer for therapy. In the ID 
population, they are usually referred by others 
due to disruptive behavior.18–21 The referring 
party might assume the goal is the elimination 
of the maladaptive behavior. This might not be a 
concern for the patient. The patient might have 
anxiety related to the referral or might view it as 
punishment/consequence of bad behavior.

Understanding maladaptive behavior.
There are many reasons for maladaptive 
behavior, and it is the work of the therapist 

to determine the meaning of the behavior. 
As Sigmund Freud said, “all behavior is 
purposeful.”22 It is the job of the therapist 
to assist the patient in communicating their 
thoughts, needs, and emotions. Through therapy, 
the psychiatrist can explore these behaviors, 
determine the underlying meaning, and assist 
the patient in communicating his or her needs 
more effectively.

Safe and trusting environment. It is 
crucial for the therapist to create a safe and 
trusting environment for the patient to discuss 
their emotions and symptoms. If there are 
behavior problems, but the patient doesn’t 
see the behavior as problematic, the therapist 
might explore the emotions attached and/or 
consequences of the behavior.

Clear expectations. The patient might not 
understand the purpose of therapy. They should 
be prepared with education and support that 
will enhance their participation and self-growth. 
The role of the therapist is unique and must 
be distinguished from other multidisciplinary 
team members. The therapist is not “yet another 
individual” in the patient’s life attempting to 
impose rules upon or making decisions for them. 
The individual should be reassured they are not 
being punished and might need education about 
what therapy is with explanations about why 
people seek treatment, what happens in the 
room, and what people talk about.

Communication. Incorporating open-ended 
questions gives the patient an opportunity to 
express themselves and tell their personal story. 
Key communication pointers include negotiating 
issues of communication openly, checking the 
patient’s degree of understanding, and “bringing 
it into the room.” Patients with ID are typically 
forthright and will clarify a misunderstanding 
if there is a solid therapeutic alliance in place. 
The therapist should establish that the cognitive 
deficits are a legitimate and neutral topic for 
discussion in psychotherapy. 

SUPPORTIVE PSYCHOTHERAPY
The foundation of supportive psychotherapy 

is the positive relationship between the patient 
and therapist.19,23–25 In general, supportive 
psychotherapy is based on an interactive 
model10,26 in which the therapist utilizes a more 
directive approach through providing feedback, 
suggestions, and problem-solving during 
sessions. The therapist must maintain empathy 
so the patient has the opportunity to develop a 

positive therapeutic alliance. The therapist tries 
to create a “safe holding environment” for the 
patient to investigate and tolerate strong affects. 
This therapeutic relationship serves to reinforce 
strengths and move away from less-adaptive 
coping styles. Patients are taught to recognize, 
acknowledge, and label their emotions so 
they can develop healthy coping skills when 
experiencing painful emotions. Supportive 
psychotherapy is often used when patients are 
unable to tolerate other types of treatment, 
including during times of decompensation or 
elevated intensity of life stressors. The content 
of therapy is focused on the patient’s current life 
experiences and how those experiences affect 
their functioning. The therapist encourages the 
patient to become active in developing plans to 
meet goals in life.

PRACTICE POINTS: SUPPORTIVE 
PSYCHOTHERAPY ADAPTED FOR ID

General. Supportive psychotherapy requires 
less adaptation because it is inherently more 
directive and more flexible.

Simplification. Therapists should simplify 
interventions during interactions; decrease 
the complexity of the techniques by dividing 
interventions into smaller units; and use short, 
direct phrases and match the mean length 
of utterance of the patient. So, if the patient 
uses four- to five-word phrases, the therapist 
should follow suit. Additionally, they should 
use concrete terms as needed—those with 
mild ID (~85% of this patient population) 
will take things literally and should avoid 
figurative speech and slang verbiage, as well 
as be willing to restate issues from a different 
perspective. 

Length of appointments. The length of 
appointments should match the attention span 
of the patient. It is vital to utilize repetition 
to facilitate retention and generalization and 
include clarifying, recapping, and summarizing. 

Length of treatment. Therapists should 
expect longer length of treatment in patients 
with ID. Most research indicates that length of 
care is 1 to 2 years for the ID population.16,27

Collaboration. Therapists should 
encourage the involvement of concerned 
others, including caregivers, family members, 
direct care staff, friends, and roommates. The 
caregiver can act as a bridge between sessions, 
helping to convey collateral data, usually at the 
beginning and/or end of sessions. The caregiver 
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can also reinforce coping skills and assist with 
homework between appointments.

Augmentation. Treatment should be 
augmented with other activities, such as role-
playing, drawings, and games. Therapists should 
follow cues and adjust the environment to match 
the unique sensory needs of the patient.

Transference/countertransference. 
Psychotherapists’ beliefs about and reaction to ID 
will affect the therapeutic process. The therapist’s 
feelings and assumptions regarding ID should be 
explored prior to and during provision of therapy 
with a supervisor or colleague as needed.

Clinical vignette. Mr. A is a middle-aged 
man with moderate ID and no history of mental 
health who presented for evaluation with a 
request to “talk to someone” about the death 
of both of his parents. Having lived his entire 
life with his family, he now struggles with the 
loss of his last remaining caregiver, which is 
also complicated by the loss of his family home, 
neighbors, and church. He is now living in a 
supported residential setting for the first time 
with new, unfamiliar staff. 

Dr. M: It has been a very difficult time for you, 
having recently lost your father and living in a 
group home for the first time. 

Mr. A: It’s hard. I don’t trust those people in the 
group home. I don’t know them. I think they are 
taking my money. 

Dr. M: It is hard to trust new people. It will take 
some time. Has it been hard to trust me?

Mr. A: I trust you and told you how lonely I am. 
Why did my dad leave me?

Dr. M: Your dad did not choose to leave you. We 
are all born, live our lives, and then we all die. It is 
the cycle of life. It is normal to feel angry and sad 
when someone we love dies. 

Mr. A: My dad didn’t want to leave me. It is the 
cycle of life. 

Dr. M: That is true. And you have a lot of good 
people in your life to help you get through this. We 
are all on your team. You have a good supervisor 
at work and a supportive girlfriend. You can talk to 
any of us when you need help. Do you want me to 
talk to your group home manager when we finish 
our session today? We can make sure she is aware 
of what you need to feel supported between 
appointments. 

Here, Dr. M reviews positive affirmations 
with the patient so they can be processed in 
the room. One suggestion is to utilize pictorial 
representations depending on the level of ID. 
For example, a key ring with laminated coping 

cards can be helpful. Dr. M also facilitates 
communication with a caregiver (with Mr. 
A’s permission) so she can assist with this 
intervention between appointments as needed.

MOTIVATIONAL INTERVIEWING 
Motivational interviewing is a type of 

psychotherapy that investigates the patient’s 
understanding of their maladaptive behaviors 
to determine whether or not they are motivated 
to change these behaviors.28–30 The therapist 
guides the patient to help them identify, explore, 
and resolve their ambivalence. Ambivalence is 
simultaneous conflicting feelings about moving 
on to the next stage of change, such as a patient 
stating, “I guess I could stop smoking, I just do 
not know if I want to. It seems like it would be 
hard, but it would be so much better for my 
health." 

Motivational interviewing is based on 
five stages of change: precontemplation, 
contemplation, preparation, action, and 
maintenance.29,30 The therapist helps the patient 
progress through the stages using specific 
principles. In the precontemplation stage, 
the therapist focuses on raising awareness of 
the problem because the patient has not yet 
identified the behavior as a problem. In the 
contemplation stage, the patient has accepted 
the behavior as a problem, and the focus of 
therapy is instead to attempt to evoke reasons 
for change. In the preparation stage, the 
focus is on clarifying goals, then subsequently 
developing a plan to reach the goals. Finally, 
during the maintenance stage, the therapist 
works with the patient to reinforce the benefit 
of change. 

As described first in 1983 by clinical 
psychologists Miller and Rollnick, there 
are four techniques often utilized in a 
motivational interview to lead a patient 
toward understanding their own problems and 
developing the motivation to create positive 
change.29,30 Open-ended questions facilitate 
forward-momentum communication. Forward-
momentum communication can be described 
as the ability to utilize the strength or force 
gained thus far in the therapy to continue to dive 
deeper into the patient’s underlaying struggles 
with change. Affirmations, or emotional 
support or encouragement, enable patients to 
make changes by supporting the restructuring 
of the patient’s view. Reflective listening 
allows the patient to feel the psychotherapist 

understands their perspective. It also aids in 
resolving ambivalence through exploring how 
current behavior impacts their quality of life 
and the advantages of making positive changes. 
Summaries, a specific type of reflective listening 
in which the therapist highlights both sides of 
the patient’s ambivalence. 

Clinical vignette. Dr. M: It sounds like you 
are frustrated about the limited amount of money 
you have to go out to eat each month. Have you 
thought about your spending?

Ms. B: My staff told me it is because I am 
smoking more cigarettes and that is why I can’t go 
out to eat.

Dr. M: Have you thought about making any 
changes?

Ms. B: I want to quit smoking. 
Dr. M: That would be a good decision. If you quit 

smoking, how would that make things different?
Ms. B: I could go out to eat more because I 

would have more money. 
Dr. M: What else would it change?
Ms. B: I would feel better. I have a bad cough 

when I smoke. 
Dr. M: If you have decided to quit, you could 

choose a day and make some changes starting 
then. You could give your ashtrays and lighters 
to someone else and talk to your staff about your 
decision. 

Ms. B: I want to quit this weekend. Can you talk 
to my staff and let them know? I need them to 
help me. I want to go out to restaurants with my 
friends. 

PRACTICE POINTS: MOTIVATIONAL 
INTERVIEWING ADAPTED FOR ID

General. Be more directive and more direct 
in describing the positives of the undesired 
behavior. In motivational interviewing with 
a patient with ID, the therapist must help the 
patient identify specific feelings regarding the 
possibility of change, which often requires a 
more directive approach. People with ID typically 
understand the risks of smoking, drinking, 
and overeating just as the general population 
does. Give them a chance to demonstrate their 
knowledge.

Communication. Always address barriers 
in communication. Utilizing role-playing, visual 
prompts, images, or games might help to better 
involve the patient.

Caregiver’s role. It is vital that staff supports 
the patient’s processing during motivational 
interviewing. Importantly, they should focus 
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on not interfering. For example, when a 
therapist asks a patient to say the negative 
things about smoking, staff often will interrupt 
to tell the patient that smoking causes cancer. 
Most patients with ID engaged in motivational 
interviewing know this fact; therefore, it would 
be more beneficial for the caregiver to utilize 
active listening in this situation.

Grief and loss. Most individuals with ID have 
suffered multiple losses and/or abandonment. 
The therapist should attempt to characterize 
the Developmental stage and concept of loss/
death at that stage. In the Sensorimotor stage, 
which includes most individuals with profound 
ID, losses are experienced as a constantly 
unfulfilled expectation; they will require 
repetition to understand the loss is permanent. 
In the Preoperational stage, which includes 
most individuals with severe/moderate ID, 
the patient will ask questions such as, “Who 
will take care of me?,” “How will the loss affect 
me?,” and “How will I get the things I need?” 
There might be fantasy and magical thinking 
in the Preoperational stage as well. In the 
Concrete Operations stage, which includes 
most individuals with mild/moderate ID, the 
individual understands clear and specific 
explanations. They tend to take things literally.

CBT
CBT focuses on challenging and changing a 

patient’s distorted thoughts that might have 
caused both maladaptive behaviors and negative 
emotions.31–33 The structure of CBT is required to 
target specific problems and possible solutions. 
The two distinct psychological theories, cognitive 
therapy and behavioral therapy, are integrated in 
this evidence-based form of psychotherapy.34,35 
Cognitive therapy helps patients to resolve 
symptoms through identifying and altering 
dysfunctional thinking.35,36 Behavioral therapy 
focuses on replacing undesirable behaviors with 
more adaptive behaviors. The session begins 
with the therapist and patient working to set 
an agenda, which determines the specific issue 
of concern. The target symptom(s) are then 
assessed.36,37 Homework from the previous 

session is reviewed and the agenda items are 
explored. Finally, homework for the next session 
is assigned, and the therapist asks for feedback 
from the patient about the session. A course of 
CBT normally lasts between five and 20 sessions.

As described by Beck in the 1960s, there are 
three levels of cognition that are investigated 
in CBT: automatic thoughts, intermediate 
beliefs, and core beliefs.33,35,36 Schemas are 
core beliefs that are shaped by developmental 
influences and life experiences and are the key to 
understanding how a patient’s core beliefs have 
developed into symptoms that cause them to 
seek treatment. It is imperative that the therapist 
and patient work together to analyze the 
patient’s cognitive distortions and maladaptive 
schema to test the validity of the belief and 
make modifications when appropriate. The main 
goal of CBT is to alter the patient’s perspective of 
themselves and the world around them.32,37 

Clinical vignette. Miss B: I threw my dinner 
plate last night.

Dr. P: Tell me about your dinner last night.
Miss B: It was chicken nuggets and not mac and 

cheese like I asked for.
Dr. P: What emotion were you feeling when you 

saw your plate?
Miss B: I was angry.
Dr. P: So, you were feeling angry; feeling angry 

is okay. It is not a problem that you were feeling 
angry, it is a signal. What were you thinking when 
you were angry?

Miss B: I was thinking that I did not want 
chicken nuggets.

Dr. P: Then what was your next thought?
Miss B: I was then thinking I asked for mac and 

cheese.
Dr. P: Then what was your next thought?
Miss B: I felt like they weren’t listening to me.
Dr. P: Then what was your next thought?
Miss B: They must not like me because I am a 

bad person.
Dr. P: I hear that you were mad, and your 

thoughts went from not getting what you wanted 
for dinner and they progressed to the staff not 
liking you because you are a bad person.

Miss B: Yes.

Dr. P: Okay, and the behavior connecting the 
thoughts and emotions was throwing your plate. 
Let’s fill out this thought record [Table 1] together 
to make sure we reinforcement these connections. 

Patients with ID often have difficulties 
expressing internal thoughts/emotions. 
Patients might have past experiences of being 
discouraged from expressing emotions and 
might need permission to express or even feel an 
emotion. The therapist helps the patient learn to 
see emotions as “signals” versus problems, with 
the goal of restoring the patient’s sense of self-
control. This clinical case would progress to the 
therapist helping the patient to reframe events 
with an emphasis on situations when patient 
acted competently. The therapist should attempt 
to reframe distressing events/behaviors as signs 
of coping.

PRACTICE POINTS: CBT ADAPTED FOR 
ID

General. Abstract concepts, such as cognitive 
distortions, might be difficult for patients to 
understand. It will be important to slow the 
rate at which concepts are covered relative to 
that with the normal population. Once again, 
increasing the number of sessions and using 
repetition might help to facilitate internalization.

Combat learned helplessness with 
collateral support. Patients with ID experience 
failure at a higher rate than the general 
population.1,26 Most individuals with ID might 
enter new situations with the expectation of 
failure. Because of their disabilities, they often 
have outer-directed orientation; they are overly 
dependent on others by definition and might 
look toward others as a guide for their own 
behavior. Therefore, the role models/caregivers/
mentors in a patient’s life are pivotal. Therapists 
should involve these care providers to help 
the patient recognize patterns of behaviors 
and assist with completion of homework 
assignments.

Reframing events. It is important that 
individuals in therapy are open to reframing 
events to better understand them. Effective 
strategies for reframing beliefs include asking 
evidence-based questions, such as, “Does 
the data match the patient’s belief?,” asking 
alternative based questions, such as, “Are there 
alternate ways to explain events?,” and asking 
implication-based questions, including, “Does 
the data mean everything the patient thinks it 
means?”

TABLE 1. Sample thought record (adapted from Beck et al6)
SITUATION EMOTION THOUGHTS BEHAVIOR

Received chicken nuggets instead 
of mac and cheese for dinner

Anger

“ I did not want chicken nuggets”
“ I asked for mac and cheese”
“ I felt like they weren’t listening to me”
“They must not like me because I am a bad person”

Throw a plate
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Identifying emotions. Patients with ID 
have difficulties with expressed emotion; they 
might not have the skills to label, identify, 
or communicate feelings nor those required 
to problem-solve or develop solutions. The 
psychotherapist can help these individuals 
to develop language or alternate means to 
communicate emotions and teach them 
words and gestures or how to use pictures and 
journaling as additional outlets. One high-yield 
intervention involves using a poster of faces 
expressing various emotions. This can help the 
individual identify and communicate emotions 
to others.

Exploring emotions. Therapists should 
provide opportunities for the patient to share 
emotions. 

Interpret behavior. Behavior is a form 
of communication. Therapists should provide 
reassurance that it’s possible and effective to 
communicate big or painful feelings without 
hurting oneself or others.

CONCLUSION
Psychotherapy is an evidence-based practice 

with proven efficacy in the ID population. The 
goal of therapy is self-growth, discovery, and 
positive change. The therapist must be flexible 
and adapt their techniques to better fit with 
these individuals’ cognitive deficits. This often 
requires a modification of the mode of therapy 
to accommodate individual differences, as well 
as the acuity and nature of symptoms. During 
sessions, therapists should explore issues of 
disability, dependence, and losses endured. 
Overall, therapists should support a positive view 
of the self and focus on the patient’s abilities. 
Finally, it is a myth that patients with ID cannot 
benefit from the full range of mental health 
services, including psychotherapy, behavior 
therapies, and state-of-the-art pharmacologic 
regimens. 
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